A 52 year old man presenting with 2 years headache, was admitted to a neurology department of a peripheral hospital . Computed tomography of the skull demonstrated a hemorrhage suggesting a thrombosed basilar trunk aneurysm. The patient was transferred to our department for further work-up and management. On admission to our unit, neurological examination revealed right central facial paralysis, speech disturbances, 2/5 right hemiparesis, bilaterally right nystagmus and physical examination was negative. A partially thrombosed aneurysm was spotted at the basilar artery trunk and an aneurysm 25x15mm in diameter was located at the vertebrobasilar junction on cranial tomography and CT angiography, respectively (Fig 1,2 ) Via a transfemoral selective right vertebral artery angiography, a giant vertebrobasilar junction saccular aneurysm was detected just proximal to the basilar artery. The diameter of the neck was 4mm, and dimension of the aneurysm was 35mm x15mm at the junction of vertebral and basilar artery bifurcation (Fig 3) . The patient underwent coil embolization by inserting a detachable hydrogel coated coil. The immediate postoperative angiography showed successful occlusion of aneurysmal sac with preservation of basilar artery (Fig 4) . The patient was discharged from hospital with improved right hemiparesis (3/5) with no more headaches. However 16 months later the patient re-presented to our department with progressive headache after apparent good health since the initial embolization. Subsequent angiography revealed a new aneurysm had formed near the neck of the previous aneurysm (Fig 5,6 ) and had started to be symptomatic 
Discussion
Aneurysms arising at or near the bifurcation of the basilar artery are some of the most difficult aneurysms encountered in the practice of the cerebrovascular surgery . The complex anatomy of the posterior fossa, the highly sophisticated neural content and the depth of the operative field make these lesions particularly difficult 1. Endovascular treatment of wide necked aneurysms by using two microcatheters techniques may be feasible and safe 2. Endovascular occlusion of these aneurysms also decreases the possibility of unwanted occlusion of perforating arteries to the brainstem 2 . Guglielmi detachable coil (GDC) procedure is a safe and reliable means of preventing aneurysm hemorrhage in patients with small and large intracranial aneurysms but are less satisfactory involving giant lesions 3 . The diameter of the aneurysm larger than 25mm are called giant aneurysms and 50-60 percent of giant aneurysms are thrombosed as it is the case in our patient. 4 . It is to be emphasized that vertebrobasilar junction aneurysms are frequently associated with fenestrations and can be successfully treated with GDCs 6 . In such cases CT angiography may be an additional valuable tool for better understanding of complex anatomy of aneurysms associated with fenestration 6 
.
Postcarotid endarterectomy pseudoaneurysms are rare complications and can also be treated with combined stent graft and coil embolization 1. In our patient fenestration of vertebrobasilar junction was not detected and no new bleeding occurred during follow-up period. The wide necked intracranial artery aneurysms was treated using a combination of endovascular stent implantation across the aneurysm neck and endovascular coil placement to obliterate the aneurysm provides satisfactory outcome 5 . In our patient stent implantation was not suitable due to anatomic narrow structure of the right vertebral artery, so coil obliteration was performed. Embolization related mortality is quoted as 3.33%, permanent neurological deficit as 1.67% and the transitory neurological deficit as 3.33%
1 . Follow-up angiograms may show recanalization caused by coil impaction, remnants, thrombosis, rupture or rebleeding of aneurysm, over embolization , protrusion of coil into parent artery 3 . Although the surgically difficult aneurysms such as vertebrobasilar junction aneurysms seem to be successfully treated initially with GDCs, the complications such as new aneurysms may emerge in the course of time. The follow up angiogram revealed the new baby aneurysm formation at the same level of the old aneurysm 16 months from treating the first one. Thus, we thought an optimum follow-up time should be from 1,5 to 2 years, and further long-term followup time is required contrary to the mean radiographic follow-up period of 11 months in literature 7.
Consequently we conclude that skilled embolization technique, efficient angio-anatomy of an aneurysm and its parent artery, correct judgment of embolic materials, and long angiographic follow up interval are beneficial in the early detection,treatment and reduction of the gravity of these complications. 
